There was some paraspinal tenderness on the left at the level of the fifth cervical vertebra, and in the region of his left supraspinatus muscle. The pain in his neck region had decreased significantly. He was known to be hypertensive, for which he was on treatment with captopril. His blood pressure was 210/110. Neurological examination was normal.
340 G. M. Lord & N. Mendoza absent biceps and supinator reflexes in the right arm, and increased knee and ankle jerks with an upgoing plantar response in the left leg. Power in the upper limb on the right was 2/5 in all groups and power in the ipsilateral lower limb was 1/5 in all groups. Sensation on the right was preserved. On the left, a dermatomal sensory loss could not be demonstrated, although a C4/T2 sensory level was found. Over the next 15 min his neurological deficit progressed in a stepwise fashion to a position of almost total tetraplegia, with some sparing of power in the left arm.
In view of the above findings a diagnosis of cervical cord compression or infarction was made. Dexamethasone (16mg i.v.) was administered, and a neurosurgical opinion requested.
Investigation and treatment Spinal radiographs demonstrated changes consistent with cervical spondylosis but were otherwise normal, with no evidence of instability. Cervical CT myelography was performed, demonstrating the presence of a SSEH extending from C4 to C5 (Fig. 1) . A decompressive cervical laminectomy from C3-C6 and evacuation of the haematoma was performed.
Haematological investigations indicated that there was no evidence of coagulopathy and no thrombocytopaenia.
Post-operatively, the patient made a complete recovery and was discharged 10 days following admission. Spontaneous spinal epidural haematoma 341 DISCUSSION SSEH is a rare condition, there being less than two hundred cases reported in the literature over the past 50 years.
Initially it was described towards the end of the last century, and many theories as to the aetiology of the condition have been postulated.
It is well understood and accepted that major trauma (for example, vertebral fracture), iatrogenic or pathological bleeding diathesis, and vertebral body haemangioma can all be causative factors (Cube, 1962) . However the condition of SSEH, by definition, excludes these aetiological categories.
SSEH has been variously associated with minor trauma (Cooper, 1967) , hypertension (Ainslie, 1958) , coughing, sneezing, voiding and spontaneous bleeding from a vascular anomaly (Foo & Rossier, 1981) .
In a recent review (Groen & Ponssen, 1990) , however, it has been suggested that the factors above play little part in the genesis of SSEH. They point to the fact that hypertension is no more prevalent in patients with SSEH than in age matched controls. It was also noted that the incidence of a vascular anomaly in patients with SSEH may be overestimated, as it can be confused with the cluster-type dural artery, and that the evidence seems to point to bleeding from the posterior internal vertebral venous plexus, presumably because of either intrinsic or acquired structural defects.
The most important factor in determining outcome is the time elapsed between onset of symptoms and treatment (McQuarrie, 1978) , which is decompressive laminectomy and evacuation of the haematoma.
The major obstacle lies in suspecting the diagnosis, especially in cases where there is a temporal disparity between the onset of symptoms (i.e. pain) and the appearance of hard neurological signs, which has been well described (Liebeskind et al., 1975) . The diagnosis must be suspected in any patient presenting with acute onset severe neck or back pain, with a history of minimal or no trauma, when associated with radicular pain or neurological signs consistent with cord compression The differential diagnosis lies between an acute prolapsed inter-vertebral disc, a vascular occlusion and a transverse myelopathy. The investigation of choice is CT-myelography, which may be normal in the latter two cases and diagnostic in the case of a prolapsed intervertebral disc and SSEH.
CONCLUSION
In view of the fact that symptoms and signs may be separated from each other by several hours, it is important to maintain a high index of suspicion of SSEH, as early intervention usually results in total recovery of cord function and the medicolegal consequences of a missed diagnosis of SSEH could be potentially disastrous. 
